Background: This review focused on evaluation of United Kingdom social prescribing schemes published in peer-reviewed journals and reports. Schemes, including arts, books, education and exercise "on prescription" refer patients to community sources of non-clinical intervention. Method: A systematised review protocol appraised primary research material evaluating social prescribing schemes published 2000-2015. Searches were performed in electronic databases using keywords, and articles were screened for evaluation of patient data, referral process, assessment method and outcomes; non-evaluated articles were excluded. Results: Of 86 schemes located including pilots, 40 evaluated primary research materials: 17 used quantitative methods including 6 randomised controlled trials; 16 qualitative methods, and 7 mixed methods; 9 exclusively involved arts on prescription. Conclusions: Outcomes included increase in self-esteem and confidence; improvement in mental well-being and positive mood; and reduction in anxiety, depression and negative mood. Despite positive findings, the review identifies a number of gaps in the evidence base and makes recommendations for future evaluation and implementation of referral pathways.
Introduction
The United Kingdom's (UK's) National Health Service (NHS) faces increasing pressure on its resources during a time of financial constraint consistent with state and private health organisations in many countries. Consequently, voluntary organisations and charities as third sector organisations are increasing their role in providing an adjunct to primary care services (Coid, Williams, & Crombie, 2003; Secretary of State for Health, 2006) . Social prescribing, also referred to as community referral, has gained considerable attention in recent years (Husk et al., 2016; Kilgarriff-Foster & O'Cathain, 2015; Mossabir, Morris, Kennedy, Blickem, & Rogers, 2015; South, Higgins, Woodall & White, 2008) . Social prescribing is defined as: "A mechanism
Models of social prescribing
Arts on Prescription: The arts (e.g. Clift et al., 2009 ) have made important contributions to well-being across different geographical areas and socioeconomic groups. The importance of Arts on Prescription schemes to national well-being was identified in a major policy report by the (UK) All Party Parliamentary Group on Wellbeing Economics (APPG/WE, 2014). The report concluded that Arts on Prescription offered a framework to "look beyond clinical interventions" (APPG/WE, p. 40), in order to provide a context for the delivery of arts and well-being programmes that "have a wider role to play in meeting local authorities' health and wellbeing objectives " (p. 40) . This is the first report of its kind internationally, that we are aware of, to specially call for the further development of an Arts on Prescription policy as part of one country's national agenda on well-being. With the publication of the APPG/ WE report, the UK joined Australia and Finland as one of first three countries to support on a national level, the value of arts in health and well-being (Australian Government, 2013 ; National Institute for Health & Welfare, 2014) .
Arts on prescription programmes offer creative and participatory workshops (e.g. dance, drama, music, painting, and poetry) to support patients with mental and physical health issues. Research shows that creative activity has a positive effect on mental health, is related to self-expression and self-esteem, initiates opportunities for social contact and participation (Huxley, 1997) , and provides purpose, meaning and improved quality of life (Callard & Friedli, 2005; Tyldesley & Rigby, 2003) . A national study evaluating the impact of arts programmes for patients with common mental health conditions (e.g. anxiety, depression, phobia, eating disorders) found that participants felt more empowered and confident, and experienced reduced feelings of social exclusion and isolation (Hacking, Secker, Spandler, Kent, & Shenton, 2008) . themes to emerge were "a space of one's own, meaningful activity, increased feelings of connectedness and improved physical and mental health" (Webber, Hinds, & Camic, 2015, p. 20) . A review of studies on gardening as a mental health intervention found benefits across emotional, social, vocational, physical and spiritual domains (Clatworthy, Hinds, & Camic, 2013) . A national UK review demonstrated that green gyms had the greatest impact on participants with the lowest physical health on joining who were nine times more likely to improve whereas those with the lowest mental health were three times more likely to improve (Yerrell, 2008) .
Healthy Living Initiatives: Use social prescribing models to support health improvement and address health inequalities by targeting disadvantaged sectors of the population. Initiatives involve activities prescribed by community nurses or other health visitors for promoting health in its broadest sense (e.g. health checks, healthy eating, exercise and smoking cessation). Initiatives aim to give hope and encourage people to try different activities, develop new skills, make friends and have an enjoyable time. A review of exercise studies concluded that although there was an increase in numbers of sedentary people who became moderately active, health risk reduction was small because out of every 17 people referred, only one became moderately active (Williams, Hendry, France, Lewis, & Wilkinson, 2007) .
Signposting/Information Referral: Consists of a series of links or "signposts" designed to guide patients to sources of health and welfare information (e.g. financial advice, care services, housing support, treatment options, self-help and support groups). The prescriptions give information through websites addresses and telephone numbers, and provide current NHS and patient organisation updates.
Supported referral: Focuses on enabling mental health service users to identify and access support to meet their needs, though places less emphasis on specific activities. Options for referral depend on the level of support required; most models involve a facilitator whose role includes liaising with providers and enabling patients to access the service prescribed by overcoming practical barriers or providing moral support.
Time banks: Based upon mutual volunteering schemes, participants deposit time spent helping others and withdraw time when they need assistance. All time is valued equally and transactions are recorded by a time broker. The use of time banks within urban renewal recognised that isolation might be a source of poor health, and problems could be social rather than medical in origin. Over 290 UK time banks provided referral to services in parallel with IAPTs, and the Department of Health worked with Timebanking UK to explore practical aspects of rolling out time banks in GP surgeries (National Endowment for Science, Technology & the Arts (NESTA), 2013). Seyfang and Smith (2002) found that time banks attracted socially excluded groups such as disabled or retired people and, compared with traditional volunteers, around twice as many time bank volunteers were not in formal employment. Frequent volunteering impacted positively on self-esteem and quality of life through social interaction. Volunteering (under "Give") was one of the "Five Ways to Wellbeing" (New Economics Foundation, 2009 ).
Social prescribing in the UK
Social prescribing has been on the UK public health agenda for nearly two decades but has gathered more momentum in recent years due to the social, political, and economic environment, consequently, its potential to contribute to national health and well-being has been more widely recognised. The National Endowment for Science, Technology and the Arts (National Endowment for Science, Technology & the Arts (NESTA), 2013, p. 6), for example, stated that "it is the social context in which people live that often determines their health and wellbeing ", and Public Health England (2015, p. 4) recognised that "community empowerment occurs when people work together to shape the decisions that influence their lives and health and begin to create a more equitable society". Mossabir, Morris, Kennedy, Blickem and Rogers (2015) reviewed social interventions that linked health service patients to community-based sources of support, some of which were social prescribing schemes, and suggested that these interventions might bridge the gap between medical treatment and psychological well-being.
Key policy reports have provided a climate for social prescribing within local communities. The Prime Minister's Challenge on Dementia (Older People & Dementia Team, 2012) stated that the NHS and Social Care were working with wider partners to try to reduce the use of antipsychotic drugs for dementia by two-thirds, and although they suggested there was much yet to do, there was a compelling case for more person-and community-centred approaches to public health and health care. The report advocated engaging and involving the wider community to support people with dementia so that they feel part of their community and participate in community life; actions might include practical help, group activities, and volunteering opportunities. It was also seen as important to combat social exclusion, especially of marginalised communities, by giving people a voice and to empower individuals and communities to take control over their lives.
As an influential factor, the Marmot Review (Marmot, 2010) highlighted the social determinants of health inequity and although it did not refer overtly to social prescribing, it recommended the creation and development of sustainable communities, and strengthening the role and the impact of ill health prevention; key areas that social prescribing seeks to address. Scaled-up versions of individual social prescribing initiatives could be used to counter the social determinants of health inequity, in offering purposeful activities that build resilience in the face of mental and physical ill health, encourage social interaction, self-esteem and confidence, and develop individual and community resources.
The (Foresight Mental Capital & Wellbeing Project, 2008) found that positive mental health and well-being were associated with social and economic benefits (e.g. education, productivity, social connectivity and reduced crime rates) and identified two themes: The vulnerability of mental resources and mental well-being to future challenges, and the potential of these resources to adapt, meet challenges and to thrive. Mental well-being was defined as "a dynamic state, in which the individual is able to develop their potential, work productively and creatively, build strong and positive relationships with others, and contribute to their community" Foresight Mental Capital and Wellbeing Project (2008, p. 10) . Mental well-being was linked to "mental capital", involving cognitive and emotional resources including cognitive ability, flexibility and learning efficiency, and "emotional intelligence" comprising social skills and resilience to stressors. Key factors such as purposeful activity, health, social support and self-esteem were seen to build individual and community resilience by exploiting mental well-being and mental capital.
A greater UK emphasis on mental health and well-being has seen significant shifts in government policy including identifying mental well-being and the pursuit of happiness as clear and measurable goals; rolling out a National Wellbeing Programme led by Public Health England to foster mutual support, self-care and recovery implemented by local Health and Wellbeing Boards; prioritising investment in the mental health of young people; ensuring that adults with mental illness receive the parity of care expected for physical illness; and promoting holistic approaches (CentreForum Mental Health Commission, 2014) . Social prescribing is recognised as a way of meeting these policy goals because it engages with social causes of mental and physical ill-health. Although referral to social prescribing schemes by health practitioners can be delivered through a range of models, all are heavily reliant upon the availability of appropriate community structures, such as third sector agencies and community groups (Public Health England, 2015) .
To increase the provision and implementation of social prescribing, ideally, it is important for existing and planned schemes to conduct thorough evaluation of the health and well-being benefits at both individual and community level, and extrapolate the research findings to the health of the nation. It must be noted, however, that for Arts on Prescription as well as many other social prescribing programmes, funding has often not been made available for "state of the art" evaluation. It is perhaps easier to recognise that for physical health reasons, such as obesity and diabetes, prescription for exercise would be high on the agenda and yet, despite the reported expansion of primary focuses care referral to exercise schemes throughout the leisure industry, Dugdill, Graham, and McNair (2005, p. 1390) , for example, found "sparse evidence underpinning their implementation". The current review focuses therefore, on social prescribing schemes published in peer-reviewed journals and reports, such as those written by local government, third sector organisations or universities that utilise robust evaluation methods to provide evidence of the efficacy of these programmes.
Method

Search strategy
Using a systematised literature review format (Grant & Booth, 2009) , the following data sources were used: Medline/Ovid, Embase, PsycINFO, Cochrane Library/Wiley, ISI Web of Science, EMBASE, SPORTDiscus, EBSCOhost, BioMed Central, NHS economic evaluation database, Health Technology Assessment database, Science Citation Index trial registries. Searches were conducted using a combination of text words and indexed terms involving generic terminology (e.g. "social prescribing", "community referral", "referral schemes") and specific types of scheme (e.g. "Arts on Prescription", "Books on Prescription" "Education on Prescription"). Searches were conducted on words related to search terms (e.g. "prescribing", "referral", "consultation" and "primary care"). Synonyms and reference lists from previous reviews and meta-analyses were consulted.
The bulk of social prescribing schemes within the data sources reported on exercise provision (i.e. "exercise on prescription" (EoP) or "exercise referral" (ER)). National Institute for Health and Care Excellence guidelines (NICE, 2014) advised that the criteria for exercise referral should involve assessment by a primary care or allied health professional to determine that a person is sedentary or inactive, and that they are not meeting UK physical activity guidelines, such as "Start Active, Stay Active" (Department of Health, Physical Activity, Health Improvement & Protection, 2011) . No similar criteria were found for other forms of social prescribing scheme such as arts, cultural and educational interventions, except for the definitions given earlier published in project reports. Hand searches were carried out for additional information on social prescribing schemes such as from secondary sources (e.g. reviews and meta-analyses), grey literature (e.g. conference proceedings and government papers), and websites (e.g. for local authorities and third sector organisations) from 2000 to 2015.
Inclusion and exclusion criteria
The review included articles reporting evaluated UK social prescribing schemes written in the English language. Research focused on published articles in peer-reviewed journals or high quality government, third sector or university reports of UK studies containing analysis of primary research material. The review included articles with either or both quantitative and qualitative methodologies, and participants with mental and/or physical health issues. It excluded articles reporting non-evaluated UK social prescribing schemes and non-UK schemes or those not written in the English language. Furthermore, studies were included if the data analysis was of responses from patients/clients but excluded if the studies primarily obtained data from other participants in the study, such as general and other health practitioners, facilitators or observers. Published protocols for trials not yet conducted or not yet published were omitted.
Results
Eighty-six articles and reports of social prescribing schemes were identified including five studies of pilot schemes; of these more than half (53%) had no published evaluation, whereas just under half (47%) contained evaluation of primary research material. Of the articles and reports with evaluation (n = 40), 17 (42%) employed quantitative methods which included eight (20%) randomised controlled trials (RCTs); 16 (40%) employed qualitative methods; and seven (18%) employed mixed methods (a combination of quantitative and qualitative evaluation) (Figure 1) .
The division across social prescribing schemes of the 40 evaluated studies comprised 14 (35%) for Exercise Referral; nine (22.5%) for Arts on Prescription; three (7.5%) for Supported Referral, two (5%) for Sign Posting; one (2.5%) for each of Education on Prescription, Health Living Initiatives, and Time Banks, with nine (22.5%) for Social Prescribing in general containing a range of local offers (Table 1) .
Sample size varied considerably across evaluated schemes; smallest sample 10; largest sample 6541 (mean = 2003; median = 96; range = 6531) with larger sample sizes for mixed methods (mean = 1903; median = 220; range = 6492) and quantitative studies (mean = 1291; median = 460; range = 6393) than qualitative studies (mean = 135; median = 17; range = 1390). The sample sizes reviewed here are from studies (n = 35) where patient numbers were published and are from patients who provided data, not necessarily numbers initially referred to schemes; furthermore, additional data from health care practitioners or facilitators have been omitted from the above to solely represent service-user participation.
Of the 17 studies that conducted quantitative evaluation, 14 studies employed one to four standardised measurement scales comprising: (Broadhead, Gehlbach, De Gruy, & Kaplan, 1988) .
The eight RCTs were split between Exercise Referral with six studies, and Arts on Prescription and Supported referral with one study each. Nine of the quantitative studies, though only four of the RCTs, reported the use of statistical tests including parametric and non-parametric tests of difference (e.g. paired-samples t-test, Mann-Whitney test, linear and multiple regression) and tests of association (e.g. chi squared test). These studies included Exercise Referral schemes that, in some cases, used inferential statistics to compare physiological measures such as systolic and diastolic blood pressure, body mass index (BMI), and cholesterol. Two studies, not included in above, developed their own measures, testing correlation of items (Pearson and Spearman Correlation) and internal consistency (Cronbach's alpha). semi-structured interviews with patients (n = 10), GPs (n = 3), practice managers (n = 2), practice nurses (n = 2) and healthy living centre co-ordina- Of the social prescribing schemes that employed qualitative and mixed methods studies, the largest number was for Arts on Prescription. Data collection across schemes consisted mainly of interviews (in-depth, semi-structured and follow-up), though focus groups; questionnaires (postal or phone); and surveys were also employed. Although the review focused on studies of patient data, some studies included interviews with GPs, other health practitioners and facilitators who also provided diary entries. Most methods of analysis comprised thematic analysis, with one study of Time Banks (Boyle, Clark, & Burns, 2006) carrying out interpretative phenomenological analysis.
Referral pathways
Historically, UK social prescribing schemes were based on exercise or self-help books and involved general practice referral. More recently, referral has widened to other health professionals within primary care such as practice nurses or physiotherapists and beyond, including pharmacists, reducing the burden on general practitioners. Social prescribing occurs directly through clinician referral, or indirectly through a link worker (referral agent or navigator) acting as a bridge between primary care and community resources (Figure 2 ). Providing general practices with link workers who have knowledge of local organisations can improve patient access to community and voluntary sector resources which can be boosted by personal support.
In addition to grant-funding, two other funding pathways have been advocated: (i) directly commissioned from service providers, possibly in conjunction with local authorities; (ii) directly funded by patients given personal budgets to buy services to manage long-term conditions, or from their own funds. As NHS patient services are commissioned by Clinical Commissioning Groups it is essential that social prescribing is factored into UK Department of Health policy, so that schemes are incorporated into NHS commissioning processes (Public Health England, 2015 Figure 2 . examples of social prescribing referral pathways in UK primary care.
Outcomes
Key outcomes of the reviewed studies revealed multiple benefits reported by participants and referrers directly engaged in social prescribing:
• Increases in self-esteem and confidence, sense of control and empowerment; • Improvements in psychological or mental well-being, and positive mood;
• Reduction in anxiety and/or depression, and negative mood;
• Improvements in physical health and lifestyle;
• Reduction in visits to general practitioners, referring health professionals and primary or secondary care services; • Provision to general practitioners of a range of options to complement medical care for a more holistic approach; • Increases in sociability, communication skills and social connections; • Reduction in social isolation and loneliness, support for hard-to-reach people; • Improvements in motivation and meaning in life providing hope and optimism; and • Acquisition of learning, new interests and skills.
Discussion
The review evidenced various methods of evaluating a range of social prescribing schemes to provide proof of patient and referrer benefits. More than half of the articles and reports reviewed did not employ any quantitative methods, with most quantitative evaluations occurring in studies of Exercise Referral. Over half of the Arts on Prescription studies used qualitative analysis of interview material and under half employed measures such as WEBWMS; only one of these carried out inferential statistic tests and the remainder used descriptive statistics such as percentage change. Considering some of the limitations of quantitative questionnaires, which were not developed in arts and health contexts, qualitative methods may often be more suitable for understanding how Arts and Prescription works and what kind of impacts it has on well-being. There have been no reported evaluations for Books on Prescription using either quantitative or qualitative methodologies during the 15-year span of this review. These findings were in keeping with Kilgarriff-Foster and O'Cathain's (2015, p. 11) scoping review that noted stakeholders perceived social prescribing as feasible and acceptable in improving well-being and reducing the use of health services yet there was "limited quantitative evidence of its effectiveness". Stickley and Hui (2012a, p. 574) found that Arts on Prescription participants experienced social, psychological, and occupational benefits, although reported that these could not be easily separated. Typically, Arts on Prescription schemes analysed smaller sample sizes (<80) tending to carry out qualitative analyses where smaller samples are generally acceptable and more feasible. This needs to be taken in context, however; Arts on Prescription, unlike Exercise Referral, has been offered on a much smaller scale in the UK and in other countries. Funding for exercise and sports programmes has historically far exceeded arts funding, which arguably, may not have allowed for the development of organised and sustainable Arts on Prescription programmes until recently.
For Books on Prescription, the review found no UK publications looking specifically at participant outcomes, though a study of dementia risk (Verghese et al., 2003) compared the relative effectiveness of different activities including reading, that was second to dancing, and Mindlab International (2009) found that reading was a beneficial form of relaxation though did not test Books on Prescription service-users. Education on Prescription, Healthy Living and Time Bank schemes also lacked evidence of their efficacy with just one evaluated study for each. It is possible though that some of these programmes were included in the general appraisal of eight studies of social prescribing in specific geographic locations (e.g. Bradford, Keynsham, Rotherham, Sefton, Salford and Stockport) .
Of the 40 studies reviewed, 35 included details of sample size though only 6 reported effect sizes or indicated whether power calculations had been carried out. Whilst seven studies reported large sample sizes (1000+) (Crone, Johnston, Gidlow, Henry & James, 2008; Dayson & Bashir, 2014; Flannery, Loughren, Baker & Crone, 2014; James et al., 2009; Milton, 2008; Munro, Nicholl, Brazier, Davey, & Cochrane, 2004; Murphy et al., 2012) most were based on sample sizes of 10 to 50 which could impact the significance of the findings. Many studies with a qualitative approach did not report data from baseline or programme start so it is difficult to gauge their impact on participants.
One issue with studies using validated quantitative scales particularly with self-report is whether scales have been completed correctly; WEBWMS (Tennant et al., 2007) for example, requires that for scoring to be accurate, all questions are completed using a five-point scale.
Although the authors of the present review disagree, White and Salamon (2010) noted a mid-programme Arts on Prescription change from 14-item to 7-item WEMWBS and wrote that this invalidated the measures due to lack of consistency. Lovell and Bockler (2007) used HADS with participants with mild-to-moderate health issues but were unable to carry out statistical analysis due to insufficient data; some of the forms were incorrect or incomplete in the way they were completed.
Despite the plethora of 17 measurement scales across 14 studies, only half employed statistical tests. Those not using inferential statistics comprised five studies comparing means and percentages but failing to indicate significant differences, and two studies conducting no analyses because of inaccurate self-report or mid-programme scale change. Yorkshire and Humber AgeUK (2011), for example used WEMWBs to compare pre-post means but conducted no inferential statistics so were unable to determine whether reported differences were statistically significant. Determining statistical significance is important because it allows the findings to be generalised to wider populations.
With the exception of eight RCTs (Duda et al., 2014; Grant et al., 2000; Harrison, Roberts, & Elton, 2005; Isaccs et al., 2007; Lamb, Bartlett, & Ashley, 2002; Munro et al., 2004; Murphy et al., 2012; Potter, 2013) , the review found a lack of control groups, such as wait-list, life-asusual or information-only comparators, to contrast with intervention group findings. The use of control groups can incur higher costs and require greater expertise in analysis though can provide robust evidence as to efficacy of schemes. Many studies compared measures at baseline with those at programme-end though cross-programme comparisons are difficult because of differing intervention durations (6 weeks to 18 months) and the various measures employed. It is also likely that a typical 10-12-week intervention with no follow-up measures may not reliably demonstrate longer term benefits.
It is not surprising that the review found more evaluated studies of Exercise Referral than other interventions as Pavey et al. (2011a,b,c) reported over 600 UK schemes. NICE (2006) determined, however, that evidence to support their use as interventions was insufficient. NICE (2014) noted the main issue with Exercise Referral was the paucity of evidence as to whether increases in physical activity were sustained beyond the initial intervention and, also the cost of running subsidised schemes. Other authors (e.g. Mental Health Foundation, 2005) found that reasons for participant attrition included limited choice of activities and sessions not subsidised beyond the initial intervention. Harrison et al. 's (2005) RCT of Exercise Referral with sedentary adults compared a local authority scheme with a written information-only intervention and found a significant increase in physical activity after 6 months but after 12 months the small increase was non-significant.
Even if not conducting an RCT, it is important to set up social prescribing schemes with methods of evaluation in place; mixed methods are ideal in that quantitative scales can be used to compare measures at baseline with progress or stability over time, and qualitative measures can capture the lived experience of participants during and after the intervention. The extent and thoroughness of any evaluation will depend on the importance of evidencing outcomes, expectations of funders and available resources. There is definitely not a "one size fits all" approach to evaluation and as this review has evidenced, it is essential to discuss with those who commission social prescribing programmes, as well as participants, what they expect from the intervention. Furthermore, schemes such as Arts on Prescription are likely to benefit from methods which are able to capture the more creative nature of the activities. As Stickley and Hui (2012a) noted Arts on Prescription participants reported multiple outcomes and it could be argued that schemes involving arts and creativity offer a more holistic approach to tackle complex health problems. As neuroscience offers greater insights into how the brain responds cognitively and emotionally to creativity (e.g. Vartanian, Bristol, & Kaufman, 2013 ) more innovative methods may be required to capture the varied benefits of engaging in arts.
An exemplary UK health and well-being intervention that social prescribing schemes might emanate was "Well London" (Phillips et al., 2014) . Phase 1 of the community engagement intervention combined a cluster RCT with qualitative research within a mixed methods approach. The programme compared populations from 20 geographic target sites with 20 matched control sites from London's census-defined poorest areas. Projects focused on physical activity, healthy eating, mental well-being, local environment, arts and culture, with a view to building community capacity and cohesion. A random sample of 4000 adults were surveyed before and after the intervention across sites. Primary outcomes were effects on healthy eating, physical activity and mental well-being. Secondary outcomes were a range of other eating, activity, well-being and social cohesion measures. The quantitative approach was complemented with qualitative interviews with intervention and control group residents. Although no statistically significant difference was found for primary outcomes, two secondary outcomes were significant; compared with controls, the intervention group ate more healthily and thought that people pulled together more to improve the local area.
It is important that social prescribing schemes take into account lessons learnt through evaluation of programme outcomes. Well London Phase 2 evolved from Phase 1 where target sites were located within natural neighbourhoods rather than census defined, and communities shaped local project delivery. Phase 2 has started to explore how the intervention could be scaled-up to reach larger audiences. Scaling up service provision to a system-wide health care intervention is another important aspect of social prescribing, particularly for initiatives that are successful at a modest level and can acquire sufficient investment.
Deciding on outcome measures will vary depending on the reasons for referral, type of social prescription, the needs of participants and the resources available for evaluation.
Outcomes currently measured and assessed include subjective well-being, quality of life, behaviour change, physiological changes, health service and medication usage. The NHS Confederation (2014) advocated that service providers should monitor outcomes from interventions, consider using externally sourced evaluations and different approaches, and measure social impact using social return on investment (SROI). Rather than use a single method to assess outcomes, whenever resources allow, it is preferable to gather converging evidence using mixed methods (quantitative and qualitative approaches). It is also important to embed feedback from all key stakeholders in evaluation including referrers, providers and participants.
Conclusions
Social prescribing, including arts on prescription, is an innovative approach to public health, as it advocates the use of voluntary and third sector organisations and creates referral pathways so that primary care patients with non-clinical needs can be directed to these sources of community intervention. As a part of social prescribing, arts on prescription programmes offer a wide range of opportunities to people across all age groups, different ability levels, and various physical and mental health needs, and could offer a more comprehensive approach than other schemes. South, Higgins, Woodall, and White (2008, p. 310) recognised the importance of the voluntary sector in contributing to individual and community health but found that "links between primary health care services and the voluntary and community sector are often underdeveloped". As general practitioners and other health care professionals may not be aware of the diversity of local scheme or have the time to do this, "link workers" or "navigators" with local knowledge linked to or based primary health care settings, are typically employed. Social prescribing therefore has the potential to improve the health and well-being of patients presenting with psychosocial needs by accessing resources and social support from outside of primary care.
While some patients are helped by referral to mental health practitioners, others might benefit from social prescribing schemes offered as an adjunct to IAPT provision or other services, or while waiting to receive these. It is also important to look for other sources of provision within the community to offer non-clinical interventions linked to a range of mainstream health interventions. Within arts and health, participatory arts programmes (Mental Health Foundation, 2011) and museums and galleries (Camic & Chatterjee, 2013; Chatterjee & Noble, 2013) , for example, as community resources are well-placed to promote health and well-being activities in non-traditional audiences as are other cultural, arts, environmental, exercise and socially oriented programmes. Social prescribing is a process where social care organisations, local councils and other community organisations that work directly with people can become involved with their needs. Through identifying local programmes, expanded community resources can be developed to address many social, health and well-being issues. This review demonstrates that robust evaluation is vital; whilst some social prescribing schemes have been well evidenced, other schemes, such as Books on Prescription require a better evidence base. NICE (2008) made recommendations that community referral should evaluate the effects of social prescribing on longer term health outcomes; benefit from lessons learnt in engaging with communities to improve their health; and determine the amount of time and funding needed to evidence sustained health improvements. The review indicates that these recommendations have only been partially met though the Healthy London Partnership (2017) report on social prescribing provides a framework for monitoring and evaluating schemes with a focus on cost-effectiveness and other outcomes (personal, health and well-being, quality of life and service activity).
To reduce future health costs, a stronger focus on collaborative commissioning of services and interventions is needed which would involve the strategic promotion of mental well-being, mental capital, creativity and resilience as outcomes. Within in the context of the arts, this would open opportunities for artists and arts organisations to either partner with others or develop on their own, Arts on Prescription referrals in local communities. It is important to make connections with a far wider range of stakeholders than previous traditional health models where partners might include community services, such as business, education, and leisure sectors, in addition to local third sector and voluntary agencies. In tandem, robust evaluation of such schemes are needed which integrate the views of all key stakeholders including patients, referrers, commissioners and providers, to ensure that as schemes are developed that they meet primary health care objectives as well as delivering the wider quality-of-life outcomes characteristic of non-clinical interventions.
